MISSOUR! DIVISION OF HEAI.TH STANDARD CERTIFICATE OF DEATH _{)3_{)12082

DEPARTMENT OF PUBLIC HEALTH AND WELFA é 2

Registration District No
DO NOT WRITE
N THIS STUB AMENDED -

STATE FILE NUMBER

1. 'puég OF DEATH 2. USUAL RESIDENCE (Where deceased llved. If- institution: Residence before
a. COUNTY. \J ASPER 8.'STATE MO . b. COUNTY JA SPER admission)
b. Cé‘l"l\' {1 vutside corporate limits, give TOWNSHIP anly) T Langth of stay in 1b [N COl:Y ‘ Inside Limits
TOWN CARTHAGE 20 HRS. owh - CARTHAGE . Yes, 01 Mo}
]: Lfi z . !::.ILL NIpAMEOIOZF (M .NOT in hospifol, give_ location} Ilanside Limits d. EI;IR)%EE‘ISS {1 cutside, give location) Resids on Farm
»47a wstrition MCCUNE BROOKS HOSP I TAlyeX nen i ROUTE 1 Yor 8 No'D
a3 ' 3. NAME OF DECEASED Firar Middie Tast 4. DATE Day Yeur

(Type or print) KENNETH BUTLER COCH R'AN" . DEOATH MARCH 12 1963
4 0 5. SEX 6. COLOR OR RACE 7. Married [1  Never Married [, [8. DATE OF-BIRTH | V- AGE (last birthday) [ iF UNDER.T YEAR IF UNDER 24 HR
o MALE WHITE Widowed [ Divorced 11 | 1227 =13| 49 Months Davs—l Hours | Min.
10a. USUAL OCCUPATION (Give kind of work done | 10b. lslND OF-BUSINESS OR INDUSTRY 'IT.. BIRTHFPLACE [Clty and state or country) [ 2. CITIZEN OF WHAT COUNTRY.
during. mhsté:k Ioétrllle even Ef retired) FARMING. . CARTHAGE' MO. _U__-S.A.
132, FATHER‘S NAME 13b. MOTHER'S MAIDEN NAME 4. NAME OF NUSBAND OR WIFE-
JOHN ALBERT COCHRAN DeLLE BELLE RUCKERT NONE
15. WAS DECEASEDEVER.IN U.5. ARMED FORCF<~ Ta—sasaresUBaiTy NQ, 17. INFORMANT Address

(¥es, noy gy ko | 4 ven oigggr or dates 5044 MRS .. JACK CARTER, CARTHAGE, MO,

18. CAUSE OF DEATH (Enter only one cause pormmoror oy yug a1y INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ONSET 'AND DEATH

IMMEDIATE CAUSE (o) . ' ' Y rrimatha

V5 300
Rev. 4/59

DATE AMENDED

DOCUMENT

which gave rige to
above cavse [a),
stating the under
lylng cayse last

INSTEAD OF

Conditions, i Iny,] DUE TO {b)

DUE TO (¢}

PART 13. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but-pot related 1o the terminsl PART 111, If Jdeceased was femals wa:
i disease condition given in PART | [a I there' a' prégnancy in last 90 days

. rE] Yes 0O No I I:l Unknowr
“19. WAS AUTOPSY. | 20s: ACCBENT SUICDIDE HOAE]CIDE- i 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I'or PART I1 of item '18.)

~ PERFORMED?
YES O NOR

20c. TIME OF  Heuf  Month; Day, Yesr
T INJURY am. -
P.m.,
~20d. INJURY QCCURRED. ‘| 20e. PLACE DOF INJURY (eg, in of about home, | 204. CITY, TOWN, OR LOCATION COUNTY
"WHILE AT WORK [J farm, factory, street, office bldg., etc.) L
NOT WHILE AT WORK.[]

‘21: | sttended: the deceased froj o b + m_lzwéiand last saw Mm‘ahve-cm_IAMLS—_

a
Death occurred af. L] n :m on. the date stated above, and to the best of miy knowledge, from the cavses stated.

22a. SHGNATURE {Degrea ar liﬂg] 22b. ADDRESS 22¢. DATE SIGNEL
%)' . /Ava M.D.| 612 S. MAIN, CARTHAGE, MO o | 55Wined, 1963

23a. BURIAL, CREMATION, | 23b. DATE _23c. NAME OF CEMETER\‘ OR CREMATCRY 23d. LOCATION (City, town, or. county) (State)

BURIAL, | 3-16-63 FASKEN CEMETERY - JASPER CO, MO«
24. FUNERAL ‘_DIRECT'OR"' . ADDRESS 25, DATE‘RECD.‘_B: LOCAL REG, 26. ,ISTRAR'S‘SIGNA RE#
ULMER FUNERAL HOME, CARTHAGE, MO, G~/ —4 3 %“ﬁ( ,

{Liconaed ‘Eg\balr‘ﬁer’n Statement.on Reverse Side) 7

Al '

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

"TITEM NO.




STATEMENT BY LICENSED EMBALMER -

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by - Student Embalmer No.

working under my personal supervision.

. o : " b . . T ———
Student__ : Signed ?77‘('&'% { éi Zwm ‘

Signature of Student Embalmer

Licensed Embalmer No. 51 21

P.O. Address CARTHAGE, Mo,

v

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). .
" If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
if this body is not embalmed, fact should be so stated above.




